Proceedings of the Royal Society 6f Medicine 20 though she had passed her seventieth birthday she " felt seventeen." Over thirteen years have elapsed since her uterus was removed by vaginal hysterectomy and the secondary growth was removed by radium, and it is over three years since the removal of the rodent ulcer by radium.
Remarks.-The occurrence of vaginal and vulvar metastases in cases of cancer of the body is well known. These are the only two cases of the kind in my experience which have remained permanently free from recurrence after removal, although in another case, after excision of the vaginal metastasis, recurrence did not occur locally, but in the pelvis. The mode of production of the metastasis is not very clear.
In Case I the cancer was. possibly implanted by the uterine discharge on an abraded labium. The enlargement of the uterus was at first overlooked owing to the co-arctation of the vagina: I ought to have made a rectal examination. Whether I should then have decided to operate on a fixed uterus with a secondary growth is doubtful; the case shows the advantage of operating. I do not think that the radium or X-rays had much to do with the result, and the radium had little or no effect on the primary growth. From Case II it seems possible that the manipulation to which the cancerous uterus, if large, is subjected during vaginal hysterectomy may produce embolism in the vaginal vessels, and indeed cancer cells can be seen under the microscope in the lumen of a uterine vessel. The features of interest in this case are: the rapid growth of the metastasis and its rapid disappearance under the influence of radium, especially as it was almost certainly a columnar-cell cancer-from the scientific standpoint it is regrettable that a piece was not excised for examination-the rapid cure of the rodent ulcer hy radium, and lastly, the excellent health of the patient after more than thirteen years.
Dr. MALCOLM DONALDSON said that one point which interested him in Dr. Spencer's two cases was the difference between the reaction of the primary growth in the first case, and that of the secondary deposits in the vagina in the second case. Evidence was coming to light on all sides that in radiotherapy the reaction of the tumour depended not so much on the nature of the tumour as upon its anatomical position. Up to the present too much attention had been paid to the actual tumour and not sufficient attention to the tumnour-bed. Although it was realized by everybody that the action of radium was local, nevertheless it was not realized sufficiently that such action was partially an inidirect one, through the tumour-bed.
The Termination of Early Pregnancy by Abdominal Hysterotomy.
By EARDLEY HOLLAND, F.R.C.S.
WHEN we have to terminate pregnancy before the period of foetal viability, we have a choice of methods. One of these is the operation of abdominal hysterotomy, which may be regarded as Caesarean section in miniature. It possesses the great advantage that it can be combined with a sterilizing operation on the Fallopian tubes.
I do not propose to give the history of the operation. It has been in use for a long time; but it is only during recent years that its merits in certain classes of case have led to its more frequent performance. The first paper, I believe, in which its technique and indications were presented by a British gynacologist was published by Bonney' in 1918. It came up for discussion at the Edinburgh Obstetrical Society in 1930, when papers were read by Haultain2 and Kennedy." But it has never come up before this Section and that is why I propose to discuss its indications and technique this evening.
Indications.
Abdominal hysterotomy must not be regarded as the routine method of terminating an early pregnancy. I think everyone will agree tbat, in ordinary circumstances, this is best done by dilating the cervix with metal dilators, with or without the preliminary use of a laminaria tent, and removing the ovuin with the ovumor sponge-forceps and the blunt flushing curette.
The use of the vaginal method is, however, strictly limited by the duration of pregnancy. It is not safe when the fmetus has reached such a size as to require for its removal a dangerously wide degree of dilatation of the cervix. After about the sixteenth week of pregnancy there are serious risks of injuring the cervix. In certain parous women in whom the cervix can be drawn down to near the vaginal orifice, additional dilatation can be secured bv incising the cervix in the anterior mid-line up to the level of the internal os uteri (vaginal hysterotomy). But vaginal hysterotomy in a primigravida, or in any patient in whom the cervix cannot be drawn well down, is a difficult and unsatisfactory operation.
After the sixteenth week of pregnancy it is usual to employ for those cases in which time is no object, the so-called slow methods of terminating pregnancy, i.e., the use of tents, small bags, glycerine injections, drugs and so forth.
In the great majority of cases these methods should, in my opinion, still hold the field. In trained hands they are simple and safe, but we all know how dangerous they may be, from injury and infection, when used by those who are not experienced in gynmecological surgery.
The termination of pregnancy by abdominal hysterotomy is indicated in the following special circumstances:
(1) When sterilization of the patient is required in addition to the termination of pregnancy. For example, in certain cases of renal disease, cardiac disease, diabetes mellitus, tuberculosis, mental disease. The alternative two-stage procedure, namely, to empty the uterus through the cervix, and at a later date to perform a sterilizing operation, is much inferior to achieving both objects at one operation.
(2) When rapid evacuation of the uterus is required after the sixteenth week of pregnancy. The conditions which may indicate this are many and various.
Besides the conditions already mentioned under (1) may be added certain cases of hyperemesis and of other early toxmemias of pregnancy.
(3) Certain cases of hydatidiform mole. Cases which occur in young women, and in which a definite diagnosis has been made before the process of natural abortion has begun, are probably better treated by abdominal hysterotomy than by evacuation through the cervix with the attendant risks of severe haemorrhage and incomplete evacuation. In similar cases occurring in women in the fourth decade, hysterectomy would be the choice of most gynmecologists. And in cases in which abortion has already made some progress when the patient is first seen, careful vaginal evacuation of the uterus is sufficient.
Technique. The operation is usually an extremely simple one and may be performed under general, or spinal, or local infiltration anasthesia, according to the individual requirements of the case. In cases of early pregnancy, when the uterus is still in the pelvic cavity and does not present beneath the abdominal incision, much trouble and intra-abdominal manipulation may be saved by adopting the following simple procedure. At a suitable interval before the operation the patient is placed in the Sims' or the lithotomy position, and the uterus is pushed up into the abdomen by packing the vagina with gauze soaked in flavine solution. This plan is especially useful, in fact is essential, when the operation is to be performed under local anmsthesia, and when, therefore, intra-abdominal manipulation must be reduced to the minimum.
Before opening the uterus it is my custom to inject 5 units of pituitary extract directly into the anterior uterine wall. This acts powerfully in a few seconds and maintains uterine contraction for as long as the operation lasts. The advantages of doing this are twofold. In the first place it limits bleeding in a remarkable way, rendering the operation almost bloodless. In the second place it causes the ovum to protrude through the uterine incision, and thus materially assists in the evacuation of the uterus.
A short longitudinal incisioln is made in the mid-line of the anterior uterine wall starting well below the fundus. The ovum, which usually protrudes freely through the incision if pituitrin has been used in the manner described, is coaxed out and can usually be delivered intact. In a case of early pregnancy the thick decidua is removed as completely as possible, for which purpose it is sometimes convenient to use a blunt curette. It does not matter much how the uterine incision is closed. I usually employ interrupted sutures of catgut through the whole thickness of the muscle, and suture the peritoneum separately with a continuous suture. Roundbodied, not cutting, needles should be used. In cases of later pregnancy, the usual Caesarean section technique is followed. At the conclusion of the operation an intramuscular injection of some ergot preparation is given to maintain uterine contraction. I have never found bleeding troublesome, either from the uterine incision or from the stitch punctures.
Sterilization. If sterilization has been decided upon, partial excision of the Fallopian tubes follows upon the closure of the uterus. For this I now rely upon excision of the uterine ends, including a small wedge of each uterine cornu containing a part of the interstitial portion of the tube. I have known cases of pregnancy following such ineffectual operations as excision of a segment of the tube, excision of a loop above a ligature, and excision of the fimbriated ends. In a case of pregnancy following excision of the fimbriated ends, there was found at the subsequent operation the presence of an accessory ostium in one of the tubes, just proximal to the excised portion. I have never yet tried any of the operations recommended for temporary sterilization, and have not much faith in their practicability.
Local infiltration anaesthesia.
Five of my operations have been performed under local infiltration anaesthesia by the usual technique, using novocain or one of its modifications combined with preliminary basal narcosis with avertin, nembutal, morphia and hyoscine, or other of the basal narcotic drugs. This has always proved efficient and satisfactory, so long as, in cases of early pregnancy, intra-abdominal manipulation has been avoided by elevating the uterus out of the pelvis by means of a pre-operative vaginal pack. Infiltration of the abdominal walls, including the parietal peritoneum, is sufficient; the uterus itself is insensitive to incision and suture. The tubes also are insensitive; but it has sometimes proved advantageous to infiltrate the broad ligaments.
Summary of cases.
At the London Hospital I, with my colleagues, Mr. Lack and Mr. Brews, only began to adopt this operation for the termination of early pregnancy, under the conditions I have mentioned, in 1928, since when we have had 27 cases. The indications in these 27 cases, together with 3 private cases of my own, were as follows: Cardiac disease with failure, 9; chronic nephritis, 8; exophthalmic goitre, severe grade, 2; former puerperal insanity, 2; severe epilepsy, 2; pulmonary IC)2 264 tuberculosis, 1; diabetes mellitus, 1; disseminated sclerosis, 1: severe polyarthritis, 1; old caries of spine, kyphosis, to save further Caesarean sections, 1; debilitated multipara with long series of defective children, 1; severe psychoneurosis in child aged 16, 1.
Most of the patienits were extremely ill. They represent a carefully selected sample from the very large clinical material composed of this class of case at the London Hospital. With one or two exceptions they were under the care of our medical colleagues. All the five patients with cardiac disease had signs of decompensation, and most of them had auricular fibrillation. One of the patients with exophthalmic goitre had severe heart failure with auricular fibrillation, considered by Dr. John Parkinson to be due to the thyrotoxBomia and not to a primary cardiac condition. The patient with diabetes mellitus was under the care of Dr. 0. Leyton; her pregnancy was terminated only when, in spite of careful treatment, a metabolic breakdown occurred. I believe that the employment of local anesthesia may sometimes make all the difference to the post-operative recovery of patients like these.
Duration of pregnancy.-This varied between eight and twenty weeks (the great majority being near the lower limit), except one--a case of epilepsy which resisted medical treatment-in which pregnancy had advanced to twenty-six weeks.
Sterilization.-All the patients, except the last on the list, were sterilized. In one case of exophthalmic goitre with heart failure, sterilization was postponed (owing to a misunderstanding) to a subsequent operation.
Anasthesia.--The operation was carried out under local infiltration ancesthesia in five cases, three of cardiac disease, and two of chronic nephritis. Spinal anvesthesia was used in five cases.
Results.-There was no maternal mortality. All the patients made quick and smooth recoveries from the operation.
Discus3gion.-Mr. VICTOR BONNEY said that in 1918 he had published in the Lancet' a paper entitled, " Abdominal Evacuation of the Pregnant Uterus before Viability." Therein he gave three main indications: (1) when in addition to evacuation, sterilization was required;
(2) all cases in which the pregnancy was advanced to four months or over and the fcetus was alive; (3) when a uterus requiring evacuation contained fibroids in addition to the fcetus.
Abdorminal evacuation had the advantage over vaginal evacuation that the operation area and the approach thereto could be rendered absolutely aseptic. Moreover it was a far easier and quicker procedure than vaginal evacuation when the pregnancy was advanced to the fourth month or over. Vaginal evacuation under these circumstances was a formidable proceeding; the hEemorrhage was severe, the uterus might easily be perforated, and it might be impossible to extract the fcetal head without rupturing the cervix with the broad ligament. He had found no reason to alter the views which he had expressed fourteen years previously and did not hesitate to employ abdominal evacuation even in cases in which the pregnancy was of less than four months' duration, if the vagina was narrow and the cervix very small. All the patients on whom he had performed this operation had made uninterrupted recoveries.
Dr. R. A. GIBBONS said that it was much easier to empty the uterus after the first few months of pregnancy by the abdominal route. Great difficulty sometimes arose, especially with primipare, in clearing out the uterus in the usual manner; he had had some cases of severe hmemorrhage-owing to this method-occurring about the fourth month. When it was to be accompanied by the operation for sterilization, one could not be too careful about rendering conception impossible, and this depended on the kind of operation performed. It was well known that pregnancy had followed operation for sterilization when the patient expected herself to be absolutely free from risk of conception. In his cases he had removed the whole length of the tubes. He might mention that if pregnancy occurred at any time subsequently, an action could be brought against the surgeon who had performed the operation for sterilization and had assured the patient that she was protected from all risk of conception.
Mrs. IVENS-KNOWLES said that abdominal hysterotomy was a valuable operation when other methods of emptying the uterus were too slow. She had employed it successfully for an almost moribund case of pernicious vomiting in which the pregnancy had advanced to twenty-six weeks.
For cases in which a further pregnancy was urgently contra-indicated on medical grounds, such as progressive blindness, tuberculosis of lung or kidney, nephritis, or progressive muscular atrophy, she had preferred to perform panhysterectomy, as ligature of the tubes, even with silk, occasionally failed to sterilize the patient.
Mr. F. NEON REYNOLDS said that serious difficulties, and even fatalities, occurred which were, rightly or wrongly, attributed to the use of pituitary extract during operations for evacuation of the uterus, whether at full time or not. He wondered whether any such difficulties had been experienced by Mr. Eardley Holland, who laid stress upon the injection of pituitary extract as part of his technique.
Dr. MALCOLmI DONALDSON said he was surprised that there had been so much discussion on the difficulty of sterilization. Up to this moment he had heard of patients becoming pregnant after attempts at sterilization, but he had always assumed that such attempts had been made by people inexperienced in gyniecology, and that they had picked up the round ligament in mistake for the tube. After to-night's discussion he felt that he would have to revise his ideas and he was, indeed, full of anxiety about the cases in which he had carried out sterilization.
With regard to indications for the operation under discussion, he agreed that it should seldom be undertaken except when sterilization was to be performed at the same time. One of the definite exceptions to this rule was in the case of hydatidiform mole, which could be far more satisfactorily removed from above than from below, and in this way those frequent complications, numely severe hemorrhage and sepsis. were obviated.
Dr. HERBERT SPENCER said that, at the President's request, he would make a few remarks, though he was no longer an obstetrician. For forty years it had been his endeavour to maintain and promote the fertility of women; he regretted the modern tendency to limit their fertility and regarded " sterilization " as an unethical procedure, to say nothing of its frequent failure. He had attended a patient in her sixth pregnancy after she had beewl assured by a surgeon that she could not conceive after his sterilizing operation, and several cases of failure had been mentioned to-night.
Although abdominal hysterotomy might occasionally be needed after the fourth month, he thought there was no indication for its performance in the early months. For evidence of the safety of delivery per vaginam, in a paper in " Gvnecologie et Obstetrique " (1932, p. 327) , Drs. Hamant and Cuenot of Nancy stated that amongst 175,000 abortions induced in Moscow (where abortion is legalized) there were only nine deaths. He would not expect abdominal hysterotomv to yield such results, and it had *the additional danger of the development of peritoneal endometrioma, and of rupture of the scar should pregnancy occur.
Skiagrams of a Case of Occipito-Posterior Position, shown by J. P. HEDLEY, M.Ch. (President) .
The illustrations show a position of the child which I had no idea ever occurred.
The occiput is posterior, while the child's back is anterior and to the right. The twist can be seen in the upper part of the child's thorax. Dr. W. H. Coldwell made the X-ray examination and kindly prepared the lantern slides and discussed the plates with me. There does not seem to be any possibility of error in the reading of these plates.
I think most of us have had experience of occipito-posterior cases in which the signs found on abdominal examination were definitely those of an occipito-anterior position.
It seems possible that some of the cases in which we assume that we have made mistakes in the diagnosis of the position of the child on abdominal examination, may really be of the type shown by these skiagrams.
The child in this case was born with the occiput posterior and was perfectly normal in every way.
